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arge LV Aneurysm and Multiple
iverticula in a Patient With
ormal Coronary Arteries: Another
orm of Cardiomyopathy?
ewer multimodality imaging may help uncover unique ventric-
lar morphology that might be consistent with unrecognized
orms of possible cardiomyopathies (1–3). We describe one such
ossibility in a 52-year-old man with chronic atypical chest pain
nd no prior cardiac history who had a fixed anterior defect on a
tress myocardial perfusion single-photon emission computed
omography. Coronary angiography revealed normal epicardial
rteries without evidence of atherosclerotic lesions, luminal ste-
osis, thrombus, or dissection but a left ventricular angiogram
Fig. 1, Online Video 1) showed an unusual appearance, with a
Figure 1. Large Fibrotic Left Ventricular Aneurysm and Multiple Dive
Cardiac History
(Top row) End-systolic (A) and end-diastolic (B) left ventricular frames in
and normal epicardial coronary arteries. A large anterior wall aneurysm (b
ticula of the anterior, apical, and inferior walls (arrows) are seen. (Bottom
large anterior wall aneurysm (C), with transmural scar (block arrow) and
mid-inferior walls (arrows). No evidence of ﬁbrosis was seen in the anteri
3-chamber view (E) conﬁrm the large anterior and anteroseptal wall aneu
resonance 1 month later was unchanged. This case may represent a uniq
1, 2, and 3. Ao  aortic root; LV  left ventricule.arge left ventricular aneurysm and multiple small-to-moderate
ize diverticula with surrounding areas of prominent trabeculation
f the basal anterior, apical and basal, and mid-inferior walls.
ardiac magnetic resonance (Online Videos 2 and 3) confirmed
he presence of a large mid-distal anterior and anteroseptal wall
neurysm with a relatively narrow neck surrounded by thinned
ypokinetic myocardium. Delayed-enhancement cardiac mag-
etic resonance images demonstrated the presence of intense
yperenhancement of the rim of the aneurysm, which is consis-
ent with transmural scar/fibrosis (Fig. 1). There was a small focal
rea of mid-myocardial hyperenhancement noted in the basal
nferior wall as well. “Long inversion time” delayed-enhancement
ardiac magnetic resonance images did not reveal intracavitary
hrombus. Global left ventricular function was preserved. All
ertinent lab tests were negative. Repeated cardiac magnetic
esonance 1 month later did not reveal any interval changes.
This morphology, a large aneurysm plus multiple diverticula
ithout obvious etiology, may represent a unique form of
ither congenital or acquired cardiomyopathy.
la in A Patient With Normal Coronary Arteries and No Prior
-year-old man with no prior cardiac history, chronic atypical chest pain,
arrows) with a narrow neck but without thrombi and multiple diver-
) Delayed-enhancement cardiac magnetic resonance images show a
ll focal mid-myocardial delayed-enhancement areas in the basal and
nd inferior wall diverticula. Mid-ventricular short-axis view (D) and
with evidence of transmural scar (block arrows). Cardiac magnetic
orm of either congenital or acquired cardiomyopathy. See Online Videosrticu
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